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MERIT AWARDS FOR GENERAL 
PRACTITIONERS 
BY 


J. F. BURDON, M.B., B.S., D.A. 


General Practitioner, Paignton, Devon 


Recent suggestions (e.g., Evans, 1958) that general prac- 
titioners should receive merit awards prompt two ques- 
tions: How is merit to be judged? And is it not 
already rewarded ? These may be considered together, 
and in doing so I propose to discuss the following 
criteria which have been commonly advanced as being 
those by which merit can be determined. 


Criteria of Merit 
Optimum Size of List 

A good doctor attracts patients easily, but is too sensible 
to take on too many. There is therefore an ideal size of list. 

This argument breaks down owing to individual variations. 
Each doctor has different capacities ; sparsity of population 
handicaps some doctors, and confines them to small lists ; 
some doctors spend time in hospital appointments, or have 
other commitments which take away from their ordinary 
work ; local competition may be fierce in over-doctored 
areas; some doctors may be easygoing when their patients 
make undue demands, others more resistant to exploitation 

all these affect the list size of the doctors concerned, quite 
apart from their personal merits. 

The smaller the list of a doctor, the more time he will 
have for each interview, and this makes for better work: 
but the larger the list the wider the experience of the doctor, 
and the more likely he is to have ancillary help and superior 
organization, if only to cope with numbers. 

The only practical procedure is to let each doctor take on 
all he can or will: with a safety proviso of a maximum 
number beyond which it is ridiculous to assume that he 
can give an adequate service, even when aided by a local 
hospital's out-patient department. 


Seniority of Doctor 


Increasing age brings increasing experience, and this is 
easy to measure. 

It does not follow that a doctor will keep abreast ot 
developments in medicine, and the reading of journals is apt 
to fall off as retirement nears. 


It is also absurd to suppose 


that the older man is necessarily more deserving than the 
younger. Either might be brilliant, energetic, interested, and 
well adapted, and the better doctor. 


Postgraduate Study 

The College of General Practitioners has adopted the 
criterion for its members that they must do prescribed mini- 
mum periods of approved study at intervals. The College 
is a select body of enthusiastic practitioners, apparently 
needing no incentive to keep up their efforts, and it has not 
seen fit to do more than leave it to members to carry out 
their undertakings. 

If postgraduate study was to become a hallmark of merit, 
many more courses would be needed to satisfy the demand 
which would arise, and if a cash income depended on 
attendances it would bring after it a system of registration 
and probably inspection. Training staffs would need to be 
augmented. And if facilities were provided for all, there 
would still be no likelihood that equal profit would accrue 
from equal attendance or effort. Talents, teachers, and 
material all vary from place to place. 

If only a limited number of doctors applied for post- 
graduate courses, as at present, they would seem to be the 
ones worthy of merit awards. If such a plan was followed, 
membership of the College would be the obvious criterion, 
and its rules governing entry would need to be reconsidered. 
But a better solution is to pay more to doctors who take 
pestgraduate courses, and so encourage them to improve 
themselves and reward them for doing so in the same act. 

Adequacy of Premises and Equipment 

Although a minimum standard is generally accepted 
(Taylor, 1954) for waiting-room, consulting-room, and other 
needs, much variation is permissible according to local con- 
ditions. For instance, it is not necessary for a doctor to 
provide minor surgical facilities if these are available to 
him at a near-by cottage hospital. Similarly, a doctor run- 
ning an appointment system does not need a large waiting- 
room. 

Ancillary staff also affect the issue. If the doctor has 
time to do their work himself, and prefers to do so rather 
than pay them for doing it for him, he is not necessarily a 
worse doctor on that account. And if partners employ 
ancillary staff, it might be difficult to allot proportions of 
merit among them, If premises and equipment were to be 
a measure of merit, much window-dressing might result. 


Academic Achievements 


When a doctor wins an academic prize he shows merit, 
which is rewarded by the prize and the prestige which he 
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earns. He need not be paid twice. The same applies to 
diplomas and higher degrees, the reward lying in the honour 
conferred or distinction given. Rates of pay may depend 
on certain diplomas—-for example, the D.P.M.—and access 
to jobs be helped by possessing them, but it would be a sad 
development if all academic honours were valued in terms 
of cash. A doctor's ability to attract work is enhanced by 
high qualifications, and it seems wrong and unnecessary to 
penalize the others, some of whom are without extra letters 
for reasons other than lack of ability, and who are fine, 
practical doctors. 

Contributions to research are difficult to judge, and their 
worth may become clear only after many years. It is good 
if a doctor does research, even if it later proves fruitless, and, 
conversely, a brilliant idea may have come easily to a lucky 
man who happened to observe some'vital clue but who 
could hardly claim great merit. 

Hospital posts held before entering general practice are 
different expressions of diplomas and higher degrees, and the 


same arguments apply to them. They were adequately 
rewarded at the time (or should have been), and do not 
necessarily fit a doctor for extramural practice. It would 


be a strange system which allowed a doctor who had been 
squeezed out of hospital work by better men to go into 
general practice reluctantly and find himself credited with 
merit by virtue of his previous hospital work. 


Hospital Staff Membership 


Doctors who enjoy the advantages and stimulation of 
hospital work as members of a general-practitioner hospital's 
staff are better doctors for the connexion, but are already 
paid for their hospital duties through the management com- 
mittees and regional boards. If they are not being paid 
enough, that is a separate issue. The wider scope of their 
work is offset by the time demanded by their hospital re- 
sponsibilities, On balance, there seems to be no claim for 
them to be paid more per patient than their less fortunate 
colleagues. 

Offices Held 

To be elected president of a learned society shows that 
the doctor so honoured is held high in the esteem of his 
fellows. But the honour does not need cash embellishments, 
and to introduce such posts as criteria for merit awards 
would detract from their value as posts of honour The 
same applies to honorary posts generally 

it would be a grave and deplorable thing if everyone 
insisted on being paid for every effort he made in every 
direction, and it is not fitting that voluntary services should 
be weighed and judged when determining rates of pay for 
ordinary work. 

Teaching Students 

The increasing tendency to teach students the rudiments 
of general practice before their final examination is an 
excellent development. Doctors who participate find the 
teaching situation acts as a tonic, and they are forced to 
keep up to date in their knowledge. Any payment they 
may earn by teaching efforts should originate from their 
pupils through the university, or through Government grants 
specifically awarded for teaching, and not as a mark of 
meritorious general practice. Their patients gain something 
from the flow of new ideas, but lose privacy and cannot 
be dealt with so quickly as when no students are present. 
There is both a gain and a loss in efficiency 


Submission of Thesis 


Not every doctor can write a thesis, and a board of 
examiners would have to be created to judge such work 
This suggested criterion has no advantages over the M.D.. 
and the same arguments apply against it. 


Esteem of Colleagues 
Judgment by one’s peers has always seemed fair to 
English-speaking people, and a judgment could be made if 
every general practitioner was given a ballot form on which 
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to write the names of his colleagues in order of merit. But 
a doctor might be unpopular for reasons other than his 
ability and quality of service to his patients, and in rural 
areas there might be few to speak for him. It would not 
be easy to adjust the marking to allow for this. 

If consultants’ and specialists’ opinions were sought, 
similar problems would arise. There would also be an 
inevitable lack of uniformity up and down the country. 
There might be possible abuses—would, for instance, a high 
rate of domiciliary consultations earn a high or low mark ? 
And who, general-practitioner colleague or consultant, would 
agree to act as judge in the face of “ Judge not, lest ye be 
judged? Those who undertake such judging in the con- 
sultant field have much criticism to contend with, and prefer 
to remain anonymous: or at least they do not let their 
deliberations and findings see the light of day. Who can 
blame them ? 

Conclusion 

No single method of determining merit in genera! practice 
has been found free from faults. It seems unlikely that a 
faultless whole could be built from such parts, and there 
is no guarantee whatever that the different faults would 
cancel each other out—they are so different in quality 

But the merit-worthy general practitioner, who undoubt- 
edly does exist, is not without consolation. He is being paid 
the rate for the job, a fundamental principle of paid-labour 
relations in these enlightened times, and he can, by reason 
of his ability, make his patients more healthy than those of 
the next doctor. He thus attends less illness and gains more 
leisure, or is able to care for more patients. The increase 
of work in the preventive field costs him much less in time 
and energy than the illness he prevents would have done, 
and he derives happiness and satisfaction from his work 
things which he could not buy with extra income. 

Finally, qualities like kindness and patience cannot be 
measured, judged. or priced: yet how meritorious is the 
doctor who has them! Such merit seeks no reward in cash 
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OPTICIANS ACT 
N.0.T.B. ASSOCIATION'S INFLUENCE 


The Opticians Bill received the Royal Assent on July 7. The 
N.O.T.B. Association's bulletin for June records the associa- 
tion’s difficulty in getting changes made in the Bill, as it had 
come unexpectedly in the form of a Private Member's Bill 
Summarizing the position, Dr. D. P. STEVENSON, the 
N.O.T.B.A.’s medical secretary, points out that the follow- 
ing conditions had been secured by amendments : (1) The 
functions of an ophthalmic optician had now been defined. 
and all cases requiring treatment must be referred to the 
general practitioner. (2) A further ophthalmologist would 
be appointed to the General Optical Council. (3) There 
would be a complete ban on unrestricted practice. (4) Pro- 
tection had been achieved for N.O.T.B. medical eve centres 


TRADE UNION MEMBERSHIP 
The following local authorities are understood to require 
employees to be members of a trade union or other organ- 
ization 
Vetropolitan Borough Councils.—Fulham. 
Non-County Borough Councils.—Crewe. 


The Minister of Health, Mr. Derek Walker-Smith, told Parlia- 
ment recently that the average cost of a Health Service prescrip- 
tion had gone up about 4d. since the end of last year and had 
now passed the 6s. 4d. mark. He said he was “ in consultation ~ 
ibout the interim report of the Hinchliffe Committee which is 
examining prescribing costs. 
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DOCTORS’ AND DENTISTS’ REMUNERATION 


SCOTTISH ASSOCIATION OF MEDICAL ADMINISTRATORS’ EVIDENCE 


A plea for the recognition of medical administration as 
a specialty in its own right, with salary grades with top 
figures of from £2,350 to £3,250, was made to the Royal 
Commission on Doctors’ and Dentists’ Remuneration 
by representatives of the Scottish Association of Medi- 
cal Administrators at the morning session on June 19. 
Principal spokesman was the association’s chairman, 
Dr. S. G. M. Francis, the other witnesses being Dr. C. 
Bainbridge (vice-chairman), Dr. F. D. Beddard, Dr. W. 
Mackie, and Dr. P. W. R. Petrie (hon. secretary and 
treasurer). 


In a short historical outline, Dr. Francis said that the 
association was founded four years ago as a result of an 
agreement among the members to leave the Scottish branch 
of the Medical Superintendents’ Society and form them- 
selves into a separate Scottish association of doctors em- 
ployed in hospital administration. Paid-up membership was 
about 50, potential membership being 85. It had a good 
representation from regional hospital boards, there were 
two senior administrative medical officers on the council, 
and, to a man, the Scottish administrative medical super- 
intendents supported it strongly. 


Medical Superintendents’ Work 


Sir HUGH WaTSON explained that the Commission was 
not concerned with the merits of the divergence of view 
between England and Scotland on whether hospital super- 
ntendents should be medical or laymen but accepted the 
Scottish system as it was. Dr. Perrie agreed, in answer 
to Sir Hugh’s question, that the Scottish association’s 
view was that hospitals ought to be administered by 
doctors rather than by laymen. Asked to describe the 
relationship of the medical superintendent to his board, he 
said it varied to some extent from board to board, but, 
generally speaking, in Scotland the medical superintendent 
was at the moment considered to be the chief executive 
officer, expected to have an overall picture of what went 
on in the hospital and to take decisions on all matters 
affecting patients except matters concerned with finance. 
He was required to interest himself in the organization of 
out-patient departments, records, and catering. Budgetry 
matters were excluded from his sphere except so far as 
medical equipment was concerned. It should be possible in 
some hospitals to off-load some of that administrative work 
to lay administration. In the past, medical superintendents 
had been much more concerned with such matters than 
they were to-day, The supervision and organization of the 
out-patient department was one of the medical superin- 
tendent’s main functions, but once it was effectively organ- 
ized it did not require a great deal of his time to keep the 
machinery in motion. 

Sir HUGH WATSON (quoting from the Henderson report): 
“He ought to be a co-ordinator of all activities in the 
hospital” 2? Dr. Petrie: “ We think that is fundamental.” 

Asked to deal with the subject of the relations between 
the medical superintendent and the medical staff, Dr. 
FRANCIS described them as “extremely good.” There was 
a very well organized system of medical staff committees 
which found it very convenient to put their proposals 
through the medical superintendent to the board of manage- 
ment, and the superintendent transmitted the replies back 
to them. Describing the division of day-to-day manage- 


ment duties, he explained that the secretary was responsible 
lor the minutes of the board of management, conducting 
correspondence on its behalf and custody of the funds; 
he could be loosely described as “ the business manager of 
the hospital." The physician was responsible for the actual 
treatment of the patients, 


But the final responsibility when 


things went wrong lay with the superintendent. He dealt 
with all complaints. Dr. Francis then gave examples of 
the sort of emergency which did arise in hospitals, and, when 
asked by the CHAIRMAN, Sir Harry Pilkington, whether the 
decisions which had been taken in those cases could not 
have been just as effectively taken by somebody who was 
not medically qualified, he said he did not think the 
medical staff would accept such decisions so readily from a 
layman. 
A Specialty 

Sir HUGH Watson: “Are you describing the medical 
superintendent as a specialist in the sense that a consultant 
is described as a specialist ? "—‘ The consultant has to take 
a senior qualification; on that basis we would not be in 
the same category, but the training, for a medical super- 
intendent to be any good, is just as long and just as difficult 
to accomplish. You don't want them to go in for it too 
young. They must have had a very good clinical training 
and be able to understand the problems of a_ hospital. 
It is a difficult thing to do: it needs tact and a practical sort 
of mind. The registrar or senior registrar who has had a 
good training and finds in his early thirties that he has an 
aptitude for it should be seconded for training as a potential 
officer or administrator of a regional board.” 

Dr. BAINBRIDGE said the problem was that there was no 
qualification or degree which was particularly related to 
medical superintendents : on the other hand it was necessary 
to consider the length and breadth of experience that were 
required before taking up such a post. Dr. Francis said 
that there were training courses for medical administrators 
in the U.S.A. and Canada. Of the practice in other 
countries, generally speaking it could be said that hospitals 
founded by the Churches tended to have lay administration 
while those founded by the profession tended towards 
medical administration. In Belgium and France and further 
south the former method prevailed. while in Holland and 
further north the accent was on the latter. Medical ad- 
ministration was not universal in the U.S.A. and Canada 
because of the difficulty in obtaining men of the required 
calibre. 

The CHAIRMAN: “If you are once a medical administrator, 
do you remain as such or do you come back to consultant 
jobs and clinical responsibilities ? Dr. FRANCIS answered, 
* No.” while Dr. Petrie explained that it was not a question 
of their losing the ability to make use of their clinical 
training—they could not be good superintendents unless they 
were doctors—rather had they widened the narrower sphere 
of their clinical work. Recruitment was proving difficult ; 
men of first-rate quality, although available, were hanging 
back because the remuneration was so poor. Dr. FRANCIS 
agreed there was no inducement for a man to take on work 
with the very wide responsibilities involved when his con- 
sultant colleagues were getting a thousand a year more than 
he was. He agreed with Sir Hugh Watson that the 
remuneration had been regulated by Whitley Committee B, 
and that the arguments being put forward had already been 
pressed before that body. In Scotland the B.M.A., the 
consultants and specialists, and the profession in general had 
always supported the idea that medical administrators 
should have a reasonable salary in comparison with their 
other professional brethren. Discussions had taken place 
with the Department of Health some eight years ago, after 
which it had been recommended that medical superin- 
tendents should be paid roughly the same as consultants, but 
nothing had come of it. Fundamentally, the position was 
that the Henderson recommendation on salaries simply con- 
firmed what the B.M.A. and the whole profession in Scot- 
land had said right from the beginning. 

Dr. BAINBRIDGE said the only promotion prospect for a 
medical superintendent was with a regional hospital board, 
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but there were only 20 such senior posts throughout 
Great Britain. Dr. Bepparp said that medical superin- 
tendents regarded themselves as members of the specialist 
staff; they had to know the Acts and regulations and to have 
all sorts of background knowledge and be able to apply it: 
they were meeting the specialists in clinical medicine on 
equal terms, being expected to live and work with them. 
The Henderson report was regarded by them as having 
recognized the fact that the senior medical administrators 
in the service were of comparable status with the specialist 
staff. 

Sir HUGH WATSON pointed out that the Ministry's publi- 
cation Headquarters Medical Staff for Regional Hospital 
Boards—Scale of Remuneration, put out last June, was full 
of unchallenged facts. Dr. Francis said he did not think it 


had been circulated in Scotland. Sir HUGH Watson: “ It 
has been on sale there.” (Laughter.) 
Sir HUGH continued: “I find it very difficult to swallow 


to put it crudely—-the conception that, even with his experi- 
ence and his knowledge of Acts of Parliament. the medical 
superintendent can be compared with a consultant from the 
point of view of his attainments, his ability, and the discipline 
through which he has gone, and I can’t help feeling that 
that is why Whitley Committee B has not been able to award 
any higher remuneration than it has up to date.” Dr. 
FRANCIS replied that there was no way of learning to be a 
medical superintendent at the present time, apart from 
taking the D.P.H., doing a certain amount of administrative 
training, and learning it as an apprentice. It was a little hard 
to penalize them just because there was not a qualification 
they could take. “ We are not unrealistic enough to think 
that the superintendent of a smallish hospital should get the 
same scale as a consultant ; we feel that the three top jobs 
should get a little less than the consultants and that the 
others should be scaled down accordingly,” he said. 

The Scottish Association of Medical Administrators’ 
memorandum of evidence proposed salary grades with top 
figures of from £2,350 to £3,250. 

A witness said that his association’s claim was not fot 
a cost-of-living increase, but to put right something which 
they felt should have been put right eight years ago. He 
also explained that normally in Scotland a medical superin- 
tendent was provided with a residence on the hospital 
premises for which he paid a rent fixed by the Treasury 
formerly he had got his house free. In reply to a question 
by Sir Hugh Watson on the subiect of entertainment 
allowances, he said that with a reasonable salary, compar- 
able to that of the consultants, he would personally be 
perfectly prepared to entertain visitors to the hospital. 
although he found it difficult to do so on what he was 
receiving at present 

Dr. BEDDARD said that the same applied to regional board 
administrators, who had many visitors, but he did not think 
any of his colleagues would make a tremendous point about 
it Asked by Mr. J. H. Gunlake what kind of allowance 
he had in mind, he said something between £25 and £50 a 
year on the present remuneration 


MEDICAL SUPERINTENDENTS’ SOCIETY'S 
EVIDENCE 

At the afternoon session the Medical Superintendents’ 
Society representatives put forward their claim that a 
medical superintendent should be given extra remuneration 
over and above his purely clinical colleague. “ Only he has 
his finger on the pulse of all the hospital activities, and his 
value to a management committee which regularly seeks his 
opinion on different problems is immense,” said the written 
memorandum 

The Society's witnesses were: Dr. G. McCoull (president), 
Dr. M. J. Brookes (chairman of council), Dr. V. Cotton- 
Cornwall, Dr. A. Skene, and Mr. J. M. Milloy (hon. secre- 
tary). Dr. McCoull explained that the Society’s membership 
numbered 250; potential membership was about 400, 95 
of whom were of consultant status 
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Consultant Status 


It was pointed out in the written memorandum that the 
mental and mental deficiency hospitals accounted for about 
45°. of the country’s hospital beds ; all such hospitals had 
as their chief officer a medical superintendent with statutory 
powers ; many of the former municipal hospitals still had 
medical superintendents, so that over 50°, of the hospital 
beds of the country were administered by medical superin- 
tendents—yet the very existence of the medical or physician 
superintendent had been tacitly ignored by the Ministry of 
Health. Most medical superintendents were consultants in 
their various specialties and remunerated as such. The 
Society knew of only two medical superintendents in 
England and Wales whose work was wholly administrative ; 
all others combined clinical and administrative duties. 

Dr. SKENE said that in 11 hospital regions for which they 
had figures there were 368,600 beds, 221,600 of which were 
in hospitals administered by medical superintendents—just 
over 60 Sir HUGH Watson: “ Yet you say that the very 
existence of the medical superintendents has been tacitly 
ignored by the Ministry of Health?” Dr. McCoutt: 
“With any document from the Ministry the set-up is such 
that it comes down through lay hands and very often we find 
that the medical superintendent of the hospital is simply 
not named; it goes to the lay side and we are often by- 
passed.” In the Ministry's official “ Hospitals’ Directory ~ 
no medical superintendent was mentioned. 

Sir HUGH WATSON: “It is astonishing, because medical 
superintendents are recognized in their scale for remunera- 
tion as though the whole of their duties were clinical.” 
Medical superintendents, he added, were graded as con- 
sultants. Dr. SKENE said they were recognized as consultants 
for the purposes of remuneration, but for the purposes of 
administration in the general hospitals there was no doubt 
that there was considerable substance in Dr. McCoull’s 
remarks. 

Mr. MiLLoy said the Ministry’s attention had been called 
to the matter on a number of occasions, and it had only 
issued polite replies. In reply to Sir HUGH Watson, he 
said about 90% of the Society's members were superinten- 
dents of mental hospitals ; the figure in respect of infectious 
diseases hospitals was small, while for general hospitals it 
was 7 or 8 There were about a dozen medical superin- 
tendents in the country graded as S.H.M.O.s. In general 
the Society accepted the definition of the duties of the 
medical superintendent as laid down in the Bradbeer report, 
although in mental deficiency hospitals there was something 
extra 


Merit Awards 


Dr. CoTron-CoRNWALLt said that the lack of interest 
shown by consultants in the merit award system did not 
correspond with the facts. Dr. McCoutt said the Society 
strongly protested against the decision that administration 
did not count for merit awards; it was part of the man’s 
total professional capacity and should be taken into account 
The CHAIRMAN said there had been a generally expressed 
feeling that the line of demarcation shouid be left where it 
was. Dr. SKENE said it was felt that the medical admini- 
strator’s job was an important one for the good of the 
hospital service: consequently, any condition of service 
which made it less attractive or carried with it a handicap 
was not calculated to maintain the quality of the service 
in which the members were interested. 

Sir HUGH WATSON said the Commission had so far been 
impressed by the argument that the realm outside clinical 
medicine was a wide one, but he pointed out that medical 
superintendents were consultants to begin with. Dr. SKENE 
said that the physician superintendent consultant was handi- 
capped in relation to his consultant colleagues. There was 
a limit to the amount of work which he could put into 
24 hours. He was expected to carry out clinical duties in 
9/11ths of his time, with the medical administration of a 
large hospital over and above that. He was often doing 
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administrative work which prevented him devoting his time 
to work which might make him eligible for the merit award. 


Discrepancy in Figures 

Sir HUGH WATSON pointed out that throughout England 
and Wales there appeared to be 129 doctors who acted as 
medical superintendents for a certain number of hospitals, 
and he wished to know whether that was, broadly speaking, 
the total number. Dr. McCou.t said that the Ministry's 
factual memorandum of evidence gave the number of 
medical superintendents and deputies as 77, but the Society 
thought it was nearly 400, although the figures were not too 
certain. 

The CHAIRMAN asked why such uncertainty existed, and 
Dr. McCou tt said he thought it was because of the nomen- 
clature used, which was sometimes “ medical superinten- 
dent,” sometimes “physician superintendent,” sometimes 
“medical director.” People tended just to look for the 
term “ medical superintendent.” 

Sir HUGH WATSON said that, in view of the statutory 
obligation to have a medical superintendent in mental hos- 
pitals, there must be more than the figure of 44 quoted in 
Appendix C of the Bradbeer report. Dr. MCCouLt agreed 
that there must be many more 

The CHAIRMAN said that the Ministry’s factual memo- 
randum had come out in July last year, since when there 
should have been enough time to establish the true facts. 
Dr. SKENE said the Society had not had it until October. 


More on Merit Awards 


Returning to the subject of merit awards, Dr. McCouLt 
said it was the Society’s view that there should be a small 
body elected or appointed by the doctors to deal with the 
matter, The CHAIRMAN said it had been suggested, and 
fairly well accepted, that the comparatively informal method 
of ascertaining merit worked better than a formal committee 
method. Sir HuGH Watson emphasized Lord Moran's 
statement that there had never been any doubt about who 
should have “ A” awards : there had been some doubt, but 
not a lot, about “B” awards. 

The CHAIRMAN: “Is this partly connected with the feel- 
ing that in the particular sphere of mental health there has 
not been as much recognition as in some of the other 
spheres?" Dr. McCoutt: “That has not come into my 
mind up to the moment.” He agreed that, on the whole, 
it worked as well as it could do under the present system. 
Dr. SKENE said that, allowing for human fallibility, he 
thought it was reasonably satisfactory. 

Dr. CoTroN-CORNWALL said that, although the end-result 
might be very similar to what it might be if there were an 
elected committee making recommendations, people would 
feel they had been more fairly treated if the latter system 
obtained. He thought the difficulty was restricted to the 
“C” award and did not arise in the case of the other two. 
Dr. BROOKE stated that people were fairly satisfied within 
his region. Mr. Mittoy: “In my region we don’t know 
much about it.” 


Medical Administrator's Function 


Sir HUGH Watson then asked for the general view on the 
place of medical administration in general and special 
hospitals. 

Dr. McCoutt said he could speak with authority only 
on the mental and perhaps the mental deficiency sides, in 
which spheres he had no doubt at all that medical admini- 
stration was an absolute necessity, He did not think that any 
other system such as those used in most general hospitals 
now would work. There was no way of looking after a 
Person’s total life 24 hours a day, perhaps for years, other 
than by an administration which had a doctor as its head. 

Sir HUGH WATSON: “ That means that the doctor super- 
vises, if he does not deal with the details of the whole 
administration of the hospital 2?” Dr. Brookes: “In the 
mental hospital he correlates the other departments and acts 
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as a liaison.” Dr. SKENE said that position was obviously 
different with general hospitals in England, but the Society 
took the view that the employment of a medical superin- 
tendent in a hospital was highly desirable because the basic 
fact was that the hospital was simply a building to enable 
sick members of the public to be treated by doctors and 
nurses, and it seemed reasonable that the administration of 
such a place should be carried on by a medical man. 

Asked by Sir Hugh Watson to comment on the importance 
of “the freedom of the subject,” Dr. McCouLt said that 
the responsibility in that field had been tremendous of late. 
There had been accusations that people had been kept too 
long in mental hospitals. New regulations, however, were 
lightening the responsibility. Previously a mental patient 
had to be certified on coming into the hospital, recertified 
at the end of the first year, again at the end of the second 
year, and then at the end of five years. They were now 
taking in patients more informally and such recertification 
was no longer necessary, but early experience showed that 
the responsibility of taking in mental defectives under un- 
certified conditions would be very much greater than when 
they had been certified. “I think we all welcome the 
informality,” he said, “ but it will put on the doctor a very 
much increased responsibility.” The CHAIRMAN: “In an 
ordinary mental deficiency hospitai, does that invariably 
come directly on the medical superintendent, or has he the 
ultimate responsibility but doctors under him take the deci- 
sion in most cases ? *-—“In my hospital the other doctors 
take a very large share of the responsibility, but any 
questions of doubt I have to decide.” 


Allocation of Duties 


Sir HUGH Watson: “How much time is involved in 
clinical work and how much in administrative work in a 
hospital such as yours?" Dr. McCoutt: “ Everyone will 
speak as though doctors work 38} hours a week as medical 
superintendents. I can double that almost every week in 
the year, so I don’t know whether to take a proportion of 
384 or somewhere about 72. I would say that the actual 
administration, as administration, does not take very much. 
There are other people to do this work—group secretaries, 
group engineers. But there is the work which is looked 
upon by some people as administrative but which in our 
opinion is purely medical. With so many ‘unknowns’ I 
cannot get a definite proportion.” Sir HUGH WATSON: 
“How far is a medical superintendent responsible for the 
clinical work of other consultants ?"—‘I would say not 
at all. Of course. he has to see that outside consultants 
turn up in time and do not keep other doctors and patients 
waiting, and he is responsible for seeing that the consultant 
is thoroughly looked after and has all the equipment he 
needs. If he is a part-time consultant he has to see that the 
job is properly carried out and that the nurses are at their 
work, but I do not think the medical superintendent has 
any responsibility for the clinical work carried out.” 

“You say that the S.H.M.O. grade should be abolished: 
what would you suggest to replace it? ” Dr. McCouLL: 
~ Very largely, we think there ought to be a broadening-out 
of the consultant grade. We do not think that some form 
of junior-, sub-, or assistant-consultant is the right answer.” 
He said his Society thought that the grade should die out, 
as such and in name, but that those who were already left in 
it should*have a regular review of their status, because there 
were S.H.M.O.s doing consultants’ work. Dr. CorTTon- 
CORNWALL said the problem could not be tackled until 
there had been a whole, general review of hospital staffing 

for which purpose a working party had been set up. 
Broadly speaking, the second memorandum submitted by 
the B.M.A. to the Commission had dealt with it very fairly 
and fully. 

Sir HUGH WATSON agreed that the setting up of a working 
party had, at least to some extent, taken the matter away 
from the Commission. 

Dr. Corron-CoRNWALL said that the grade had caused 
tremendous frustration. Doctors who had been in the 
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service before 1948 felt in many cases that they were being 
very unfairly treated vis-a-vis their colleagues, who, before 
1948, had been considered to be their equals, 


Extra Remuneration 


Asked to explain the view expressed in the written 
memorandum that a medical superintendent should be 
given extra remuneration over and above his purely clinical 
colleagues, Dr. McCou.t said it was because a medical 
superintendent was more completely whole-time than any- 
one else and carried a burden of responsibility which no 
other member of the profession had. He disagreed with the 
Bradbeer Committee's contention that a medical superin- 
tendent should be paid for the sessions in which he was act- 
ing as such on the same scale as those in which he was 
acting in his consultant capacity. Dr. SKENE said the 
Ministry recognized the principle that the medical superin- 
tendent should be paid as a whole-time consultant if he was 
employed for up to 2/1Iths of his time on administrative 
duties and the remainder on clinical work ; but if it was 
8/1lths clinical and 3/11ths administrative he was paid for 
his 3/1iths at administrative rates and not as a medical 
man at all. 

The CHAIRMAN: “ Where would you draw the line? If 
it was 1 1ith clinical and 10/1lths administration you 
would not expect him to be paid as a clinician ? "—* If it is 
a hospital with 250 beds he can undertake medical admini- 
stration in 2/11ths of the time; if it has 1,250 beds it is less 
likely that he can undertake the same responsibility, and it 
seems anomalous that for undertaking the more onerous 
task he should suffer financially. This applies to general 
hospitals and sanatoria.” The CHAIRMAN: “But you 
pointed out that the big general hospitals. on the whole, 
would not have medical superintendents ? “—-“ A consider- 
able proportion of general hospital beds are not under 
medical superintendents, but in fact a very considerable 
number of the really big hospitals do have medical 
administrators.” 

Dr. McCouLt said that medical superintendents felt that 
they ought to be paid as consultants, if they were con- 
sultants. for their clinical work, and, because they took on 
added responsibility as medical superintendents, there ought 
to be a component in their total remuneration to cover that 
point. Sir HuGcH Watson: “What criteria would you 
suggest should be employed in appraising that figure ? ° 
* We think that size has to count largely, and beds are as 
far as we have got, although we do realize that there are 
other matters which will come into any scale.” Sir HUGH: 
“If it is not beds it is out-patients ? "—‘‘ Yes.” 

The CHAIRMAN: “I am left with a rather vague impression 
of something very complicated that would be a matter of 
individual assessment and judgment in most cases.” Dr. 
Brookes: “ No more complicated, surely, than some other 
salary scales attached to hospital work in other than medical 
things. We want a system that varies according to the 
responsibilities and the work done.” Dr. Cotrron-Corn- 
WALL: “An attempt to equate remuneration with the total 
administrative load in a particular appointment.” 

Sir HuGH Watson: “ Is it somewhat comparable to the 
responsibility pay which was given to certain schoolmasters, 
such as heads of departments ?” Dr. Corron-CoRNWALL: 
“I would say we are thinking along those lines. But 
the head of a department is under a different kind of 
responsibility from that which a medical superintendent 
takes in relation to the whole of his charge.” 

Sir HuGH Watson: “ To what extent could the function 
of dealing with staff, whether medical or lay, be dealt with 
by a person with reasonable tact and personality and some 
administrative knowledge and experience ? Do you think 
that a lay person who had some business experience, if he 
had tact, personality, and understanding. could deal to a 
very considerable extent with the problems about which you 
have been talking ? ” 

Dr. McCoutt replied that it might appear that he could 
if such a man existed—but there was something in hospital 
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administration over and above the official duties which was 
impossible to describe. It was so difficult for doctors to get 
it over that there was a component in hospital administration 
which consisted in binding everybody together. Dr. SKENt 
said that such a “ paragon” could undertake all the duties 
for a considerable time, but when it came to a medical 
decision there was undoubtedly at least the desirability of 
having a medical man to undertake the responsibility. 

Mr. MiLLoy protested against statements that being a 
whole-time salaried doctor made him like an officer of 
Whitehall or Savile Row. He did not want such statements 
to go unchallenged. The CHAIRMAN: “ You consider that 
you are doctors just as much as anybody else?” Mr. 
Mittoy: “I feel just as free now as I ever did before.” 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


MINISTER’S ACTION ON REGISTRARS NOT 
APPROVED 


The Central Consultants and Specialists Committee and 
the Joint Consultants Committee were not associated 
with and did not approve of the Minister of Health's 
proposal for specially designated posts for time-expired 
senior registrars. This was made clear at the meeting of 
the Central Consultants and Specialists Committee at 
B.M.A. House on June 26, when it was stated that some 
members of the profession were wrongly of the impres- 
sion that the proposals had been accepted by the Com- 
mittee and were critical of it on this account. Mr. 1 
chairman of the Committee, presided 
A suggestion that members of the hospital medical staff 
should be allowed to attend the Committee as observers 
was referred to the Executive Committee. A number 
of members spoke favourably on it. 


Hospital Medical Staffing 


A large portion of the whole-day meeting was devoted 
to the question of hospital medical staffing. Before the 
Committee were resolutions from the Hospital Junior Staffs 
Group Council and the Birmingham Regional Junior Staffs 
Group deploring the Minister's decision to create designated 
posts in a new category, and a report by the Committee's 
Medical Staffing Subcommittee with its own suggestion for 
a future staffing structure. 

The CHAIRMAN said that the Minister's decision to create 
special posts for time-expired senior registrars was taken 
quite unilaterally. Four foolscap pages of careful argument 
in favour of a subconsultant grade had been presented by 
the Ministry to the Royal Commission on Doctors’ and 
Dentists’ Remuneration, and presumably the creation of this 
grade would be in the minds of the Ministry representatives 
on the working party which the Minister had appointed to 
review hospital staffing, warned Mr. Holmes Sellors. 

Professor G. I. STRACHAN said that the fact that the desig- 
nated posts seemed to be additional to the registrar establish- 
ment aggravated the position. There should be a reduction 
of the number of registrars to clear the bottleneck. 


Subcommittee’s Proposals 

The Committee’s Medical Staffing Subcommittee’s pro- 
posals were outlined by Professor Strachan. They had been 
considered by the Executive Committee in the light of com- 
ments at the previous meeting. Professor P. C. P. CLOAKE 
said the Committee should realize that the proposals were 
intended for the future pattern of hospital staff as a whole. 
The present problems of the senior registrar bulge and 
S.H.M.O.s should be looked on as separate. “These pro- 
posals are intended to eliminate the recurrence of the prob- 
lems we have now.” 
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Dr. T. ROowLAND HILL was emphatic that, apart from 
certain well-defined exceptions, there should be only one 
career grade in the hospital service, and that was the con- 
sultant grade. He explained that the proposals followed 
this principle. The next stage, he thought, would be to 
fight for it on the working party. ‘* What we call the senior 
registrar to-day is really too senior to be a registrar ; he is 
really a consultant and sooner or later he should be called 
so.” A decision on a man’s future should be made at a 
stage early enough in his career for him to go into another 
branch of practice if he is not chosen to continue in hospital 
practice. There was no doubt that what had to be fought 
was a determined effort to get a large volume of work in 
hospitals, which ought to be done by consultants, done by 
people paid permanently at a lower rate. The fact that the 
Government had been to the trouble already, without con- 
sulting the profession, to associate themselves with that view 
and put it in writing before the Royal Commission was an 
indication of how serious the matter was. 

“In my opinion the action of the Ministry in creating these 
designated posts for time-expired registrars is probably not 
what it appears on the surface—-an attempt at the expense 
of public funds to be kind to time-expired senior registrars,” 
continued Dr. Rowland Hill. “There are party political 
factors. But, much more than that, my personal opinion is 
that this is a ‘try-out,’ well before the working party can 
report. of a subconsultant grade, and we should face up to 
that.” 

In Germany, where a similar situation had been develop- 
ing in hospital staffing to that in this country, it had been 
decided that the only sound policy was to increase the 
number of consultants in the immediate future and decrease 
the number of men junior to that rank. 


Principles for the Working Party 

Mr. J. R. NicHOLSON-LaTLEY enunciated three principles 
to be placed before the working party. First, there must 
be no impairment of the quality of the consultant service to 
be given by consultants properly trained. “ Secondly, we 
must not train brilliant men and women and then throw 
them on the scrap-heap, which is what is tending to happen 
at present.” Thirdly, there must be no “ dead-end ” grade, 
such as the S.H.M.O. grade had become ; unfortunately it 
was there, and as long as it was there the Ministry had their 
subconsultant grade, It was true that part of a consultant's 
training consisted in taking consultant responsibility while 
he was a registrar. More and more responsibility was dele- 
gated to him by his chief. But the Ministry did not see 
the difference between this and the senior registrar who had 
carried on for five or six years and was really a consultant. 

Mr. Nicholson-Lailey made a plea for the inclusion of 
a non-teaching hospital consultant on the working party. 
Practically everybody on the working party was connected 
with a teaching hospital, he pointed out, and yet a very 
large number of hospital beds were staffed by non-teaching 
consultants. “They have their staffing problems. It was 
from them that the original stimulus came for setting up the 
Strachan Committee. It would be a great advantage if the 
Ministry could be persuaded to put at least one non-teaching 
consultant on the working party, preferably from a pro- 
vincial hospital. I do not think the S.H.M.O. is found in 
the teaching hospital at all. Again the distribution of senior 
registrars is quite different. There are few senior registrars 
at non-teaching hospitals.” 

Dr. J. VALENTINE added that there was no representation 
on the working party of psychiatry or mental hospitals. 
Mental hospitals contained 40° of hospital beds. Their 
Staffing structure was traditionally different, and unless 
there was someone with knowledge of it the working party 
would be at a disadvantage. 

In answer to Mr. T. H. DockreLL, the CHAIRMAN said it 
had been the policy of the Committee from the beginning 
that the consultant establishment should be increased. It 
also said that it did not see how this could be done without 
a review of what was needed. The Ministry had refused 
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a review and had put up the idea of subconsultants. Without 
a review one was fishing in the dark, and the situation was 
that, instead of being appointed consultant at 32, as Spens 
intended, doctors were now much nearer 40. 

Dr. ALEXANDER SMITH read the resolution of the Scottish 
Consultants and Specialists Committee disapproving the 
Secretary of State for Scotland’s proposals for registrars, 
welcoming the setting up of the working party and expressing 
willingness to co-operate with it, and urging that senior 
registrars should be given security of tenure until the work- 
ing party reported and that they should be given a salary 
increase. 

Professor STRACHAN said that Dr. Rowland Hill had 
pointed out the dangers of the Minister's proposed new 
posts, “J think we have been to blame in not emphasizing 
to the profession that this was done in the teeth of our 
opposition,” he added. “I have not seen it stated in the 
Journal* or elsewhere that we are in no way agreeable to 
the establishment of these new posts, and it is not the first 
time we have slipped up in this way.” On one point 
Professor Strachan did not agree with Dr. Rowland Hill. 
The future consultant was not more or less selected when 
he began his senior registrar appointment. He was tenta- 
tively selected as a potential consultant then. The final 
selection should only come at the end of four years. Pos- 
sibly 90°, would go on. 


Representation on Working Party 

Dr. J. D. Proctor supported Mr. Nicholson-Lailey’s plea 
for representation of the provincial hospitals on the work- 
ing party, and suggested that region by region the consultant 
should decide what they considered was a reasonable con- 
sultant establishment. Dr. ALEXANDER SMITH pointed out 
that in the constitution of the working party all the Royal 
Colleges were represented except the Royal Faculty of 
Physicians and Surgeons of Glasgow, and asked that it 
might be given some representation. Sir RUSSELL BRAIN 
thought there was a great deal to be said for keeping the 
working part small, “The danger is that if you enlarge 
it—and that means one on each side—it will be too un- 
wieldy.” He had in mind that the matter could be dealt 
with by the use of deputies, and the working party would 
be taking evidence and visiting hospitals. “I would be 
sorry to see it enlarged beyond the present number of 12, 
which is already too much.” He was very much in agree- 
ment with what Dr. Rowland Hill had said, but they had 
to face what was likely to happen. It was really a question 
of money. 

Dr. G. S. W. OrGANE said that, if the working party 
arrived at an opinion that a certain number of consultants 
was necessary, the responsibility for not accepting that 
recommendation must fall on the Government's shoulders. 
Mr. R. J. RUTHERFORD underlined the difficulties of getting 
registrars in provincial hospitals. 

On the motion of Professor STRACHAN it was agreed that 
the modifications to the Medical Staffing Subcommittee’s 
proposals now presented be approved and that they be 
forwarded to the Joint Consultants Committee for the use 
of its members, 


Registration of Medical Auxiliaries 


It was reported that Dr. Rowland Hill and Sir Russell 
Brain were to meet two representatives of each of the 
bodies of medical auxiliaries to consider a new scheme 
which has been put forward for discussion for the regis- 
tration of medical auxiliaries. Under this there would be 
a registration board for each type of auxiliary on which 


*We commented on the Minister's proposal to create new posts 
for time-expired registrars in an annotation headed “ The Plight 
of the Registrars *’ on April 26 (p. 993). Here we stated the Joint 
Commiittee’s and the registrars’ opposition to the proposal and 
why they opposed it. The letters on the subject exchanged be- 
tween the Minister and Sir Russell Brain were published in the 
Supplement of April 26 at pp. 216-217, and we reported the 
Central Consultants and Specialists Committee’s debate on this 
matter in the Supplement of May 10 at pp. 235-6.—Eb., B.M.J. 


as 
on 
es 
of 
of 
at 
id i 
i 
* 
Ress 
at 
2 ar 
‘- 
f 
1 
d 
d 
n 
t 
\ 
: 
_ 
| 
al 


34 Jury 12, 1958 


the auxiliaries themselves would in each case be in a 
majority. There would be a co-ordinating council of doctors, 
auxiliaries, and independent persons appointed by the Privy 
Council and other bodies. “It would have the power of 
veto only,” explained Sir Russett Brain. “ It would have 
no power to put forward any alternative proposals.” This 
was not in accordance with the view which had been put 
forward in the past by the Joint Committee. 

Mr. H. H. LANGSTON said that orthopaedic surgeons were 
worried lest the individual registration boards should put 
up unacceptable conditions and it would be impossible to 
ilter them, The Orthopaedic Group of the B.M.A. would 
support increased power for the co-ordinating council. Dr. 
HuGH Davies was sure the Association’s Radiologists 
Group would support those views. Dr. A. T. RICHARDSON, 
supporting from the Physical Medicine Group, mentioned 
that already the Chartered Society of Physiotherapy had 
altered its ethical rules so that members could carry out 
treatment without a doctor's instructions. There was a 
nove for independence which would upset the whole struc- 
ture of medicine. Mr. O. Gaver MorGan and Dr. A. GRay 
issociated the Ophthalmologists and Pathologists Groups 
with what had been said, and Sir Russet Brain asked for 
details of the: Chartered Society's action to bring to the 


notice of the meeting. 


Tribute to Lord Webb-Johnson 


Mr. HotmMes Sectors and Sir Russett BRAIN lett the 
meeting to attend the memorial service to Lord Webb- 
Johnson, and Dr. ROWLAND HILL, deputy chairman, who 
took the chair, paid tribute to Lord Webb-Johnson’s services 
in the discussions leading up to the National Health Service. 
Although he became a controversial figure, there could be 
no doubt that Lord Webb-Johnson’s work was of very 
great value indeed in safeguarding professional interests at 
the outset of the National Health Service. “ Perhaps his 
greatest contribution,” said Dr. Hill, “ was that he was the 
man more than any other who persuaded Aneurin Bevan 
and that, you can imagine, took considerable powers of 
persuasion—of the need for the provision of private beds 
in National Health Service hospitals.” 

The Committee recorded its regret at Lord Webb- 
Johnson's death and appreciation of his past services as a 
member of the negotiating committee and of the Joint 
Consultants Committee. 


Delay in Advertising Posts 


The Junior Staffs Group Council urged that regional 
boards should make repeated and more energetic efforts to 
idvertise vacant posts, which often remained vacant for 
many months, making it necessary for hospital junior staffs 
n adjacent hospitals to cover. Professor STRACHAN said 
that in his region a man might have left three weeks before 
in advertisement appeared. ‘“ That is due entirely to slack- 
ness on the part of the administration of the regional 
board,” he declared. 


Chairman's Burden 


Such is the burden of B.M.A, work on the chairman 
f the Central Consultants and Specialists Committee, the 
Executive Committee reported, “that no consultant with 
wide clinical commitments can accept the chairmanship 
without danger of seriously disrupting his professional 
work.” The Executive felt that the solution of the problem 
could adequately be met by the appointment of a second 
deputy-chairman, and for the chairman and his two deputies 
to agree upon a general division of responsibility. 

Mr. LANGSTON said that the chairman should be present 
n the Council and Representative Body. “ But I would put 
in a plea for more support from consultants in the work of 
those bodies,” continued Mr. Langston, “I think there is 
a reluctance among consultants to seek membership of the 
Representative Body. I admit the Representative Meeting 
takes a lot of time and a great deal of the discussion would 
not concern us, but perhaps because of the lack of repre- 
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sentation of this committee a great burden of answering 
questions on resolutions is put on the chairman, It is 
easier in that we now have four representatives from the 
Committee to the A.R.M., but if other members sought 
election through Divisions it would aid him, The same 
applies to Council.” 

Supporting the Committee’s proposals, Dr. R. P. Kemp 
said it was vital that the chairman should be in active 
clinical practice. 

There was less support for the Executive's other proposal 
that, once a member had been appointed to the Executive 
or the Chair, and so long as the member held office, the 
regional committee or other body by whom he was ap- 
pointed should be free to appoint a further representative 
for the period during which the office was held. 

Mr. W. S. Lewin said that the Commitiee was still 
building itself up as the body representing the views of the 
consultants and specialists of the country. It was by no 
means in a secure position. One of the essential things 
was to ensure that the chairman and deputy-chairmen were 
acting clinicians. Once make the post of chairman so 
burdensome that it could be occupied only by one who was 
more in the medico-political field or retired and there would 
be a breakaway, Members of the Executive Committee 
were by and large those who had been members for a 
number of years. Under the present arrangement that 
could only mean that other people in the regions were not 
having the opportunity of reaching the Central Consultants 
and Specialists Committee and widening its representation. 
‘I am sure we must continue to build at the periphery,” 
concluded Mr. Lewin. 

Mr. A. N, GuTHKELCH moved an amendment which con- 
fined the Executive’s proposal for the appointment of a 
further representative to the case of the chairman and 
deputy-chairmen. “ While I am in favour of the idea that 
the office of chairman and two deputy-chairmen should 
be supra-regional, I am not in favour of a place on the 
Executive being supra-regional,” he declared. 

After further discussion the amendment was carried. The 
Committee accepted the proposal for an additional deputy- 
chairman. 


Elections 


In 1956 the Committee decided that it would elect its 
chairman, deputy-chairman, and members of its Executive 
and its representatives on the Joint Consultants Committee 
for the forthcoming year at the last regular meeting of each 
session instead of the first meeting of the new session, when 
a proportion of the members might be newcomers to the 
Committee. This is subject to the formal confirmation of 
the appointment of chairman at the first meeting in the 
autumn. 

Mr. Hotmes SELLoRS, who had intimated that he would 
not be willing to stand again for the chairmanship of the 
Committee, agreed. in view cf the arrangements which had 
been made and the further consideration to be given by the 
Executive to relieving the burden of the chairman, to accept 
the renomination which was pressed upon him by members. 

Dr. Rowland Hill and Mr. Langston were elected joint 
deputy-chairmen. 


Loss of Personal Property in Hospitals 


Another example of the juggernaut of the National 
Health Service having taken over the perquisites of junior 
hospital staff.” was Mr. RUTHERFORD’s comment on the 
confirmation from the Association’s solicitor that in general 
a hospital authority has no duty towards the belongings of 
an employee, and that the only way in which an employing 
authority could be held liable would be by an express provi- 
sion in the contract. “It comes into the category of one 
of those little pin-pricks to which the Royal College of 
Surgeons of Edinburgh referred in evidence to the Royal 
Commission,” said Dr. RowLanp Hi. “ Pin-pricks such 
as charging everyone 3d. or 6d. for a cup of tea, even a 
consultant who came at night to do an emergency.” 
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Inquiries of the Medical Insurance Agency, the Executive 
Committee’s report added, indicated that it was possible for 
hospital residents to insure their personal belongings against 
all risks, under a group policy, for a modest premium. 


Merit Awards for Psychiatrists 

The Association’s Psychological Medicine Group Com- 
mittee told the Committee that it strongly supported repre- 
sentations by the Royal Medico-Psychological Association 
deploring the disparity between psychiatry and general medi- 
cine and general surgery in the distribution of distinction 
awards. Dr. VALENTINE said it had been claimed that the 
candidates for awards in psychiatry were not of the same 
category as those in general medicine and surgery. That 
could not be held when one considered the status of British 
psychiatry throughout the world. “Nowadays it is the 
mental hospitals in Britain that are most frequently visited 
by our colleagues abroad,” he remarked. 

The Executive had suggested that the marked disparity 
between the relative number of distinction awards in 
psychiatry and in general medicine and surgery might 
partly be explained by the greater expansion in psychiatry 
since the Health Service, and that the Group and the 
R.M.P.A. be asked for a “ break-down” of the consultant 
establishment in psychiatry, showing the age-distribution 
and length of consultant service. On this Dr. VALENTINE 
commented: “ A concomitant should be a break-down of 
the establishment in general medicine and surgery.”  AIl- 
though members of the merit awards committee were not 
representatives of specialties, he added, one never failed to 
find physicians, surgeons, or obstetricians and gynaeco- 
logists. “ Psychiatry is one of the major specialties, and it 
is going in the future to expand to a very great extent.” 

Dr. R. Orton said the break-down should include 
§.H.M.O.s. who were in greater proportion in psychiatry. Mr. 
LANGSTON pointed out that others, such as chest physicians 
and anaesthetists, might be in the same position as regards 
proportion of merit awards. Dr. J. B. S. MORGAN said 
that immediately one brought out figures one was dealing 
with quantities. Figures were of no value, because this was 
a question of quality. But Dr. VALENTINE thought figures 
were Valuable as showing trends. 

It was agreed to seek the information. 

Merit or “ Special Responsibility ? 

The Committee made clear its opposition to a system 
whereby distinction awards would be allocated on the 
basis of special responsibilities attached to posts rather 
than on the professional distinction of individual con- 
sultants. and for administrative qualities rather than clinical 
eminence As a matter of urgency the Executive had 
already urged the Joint Consultants Committee to ensure 
that evidence be presented to the Royal Commission to this 
effect. The Executive did this when it learned that at the 
request of the Royal Commission the Ministry was seeking 
information about consultant posts involving — special 
responsibility. 

Said the CHAIRMAN: “ We have always laid down that the 
highest form of payment is for clinical responsibility. We 
were never fond of the term ‘director... There might be a 
person in administrative charge, but he should not get extra 
for that.” The part of the Ministry’s evidence on merit 
awards was extremely well balanced, and it came down 
against payments for * responsibility.” 


Local Authorities and the N.HLS. 

The Sheffield Division sent a resolution strongly resenting 
any suggestion that the hospital services should be returned 
to the control of local authorities, “ and that, further, every 
effort should be made to have Part III Services, as defined 
by the National Health Service Act, removed from the 
control of local authorities and absorbed in the structure 
of the National Health Service.” The Council had received 
the first part, and referred the second to the Central Con- 
Sultants and other committees. 
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In a short debate reference was made to “ enlightened ~ 
authorities where the welfare department was under the 
medical officer of health. The resolution was referred to the 
Liaison Committee. 


Local Hospital Reorganization 

It was reported that, as a result of a local hospital re- 
organization, the hospital appointment of a medical office: 
of health had been terminated. The Executive stated he 
had been advised of his right of appeal under paragraph 16 
of the terms of service. “Hospital reorganizations, and 
developments in medical science, may, from time to time. 
mean that doctors working in one specialty may have to 
change to another specialty,” stated the report. ‘The 
Executive would be strongly opposed, however, to boards 
deciding to displace a consultant (or S.H.M.O.) in one 
specialty and to transfer his work to a consultant (or 
S.H.M.O.) in another specialty.” 


Psychiatrists Employed by Local Health Authorities 

“Local authorities advertise for specialists in psychiatry 
for the performance of duties requiring considerable clinical 
experience and knowledge and they advertise at rates of pay 
very much less than the National Health Service,” Dr. 
VALENTINE told the Committee. “ As a result the candidates 
that they get and appoint may be of inferior quality.” 

In the opinion of the Psychiatric Group Committee, the 
most satisfactory solution would be for local authorities 
needing the services of psychiatrists to obtain them by 
arrangement with hospital boards in the same way, for in- 
stance, as they obtained the services of chest physicians. Dr. 
Moraan thought the most satisfactory solution was for local 
authorities to pay the same as the National Health Service. 

Dr. VALENTINE said his Group would be glad for the 
matter to be referred to the Public Health Committee, and 
this was done. 

Private Beds 

The CHAIRMAN remarked that a review made on a Minis- 
try basis of available private beds would give a fallacious 
figure which yielded no index of the pressure of applications 
on that section of beds. The Central Consultants and 
Specialists Committee, however, had asked to be notified 
of any intention to make an approach for additional private 
beds locally, so that it might make simultaneous representa- 
tion to the Ministry of Health. 

From Taunton came a report that, since 1948, the B.M.A. 
Division, the medical staff committee, and the hospital 
management committee had all pressed the regional hospital 
board to provide private beds in Taunton where none 
existed. Patients had to go 13 miles to Bridgwater (4 private 
beds in a hospital of 72 beds) or to Wellington, a distance 
of 8 miles, where there were two private beds in a cottage 
hospital of 20 beds. Something like three-quarters of the 
patients who had to go to Bridgwater and Wellington were 
in fact resident in Taunton, and a large number of them 
were admitted to the general wards although they would 
in fact prefer private accommodation if such existed. All 
that was needed was £2,000 to £3,000 to alter an already 
existing, unused ward. 

Mr. NicHoLson-LaiLey told the Committee: “The re- 
gional board have listened sympathetically, the management 
committee are behind us. Not only are there no private 
beds ; there are no separate rooms in which we can accom- 
modate patients needing a separate room. There is no 
accommodation for sick nurses.” 


Moral Obligation 

Considerable concern was expressed at the wording of a 
letter from the secretary to the Management Side of Whit- 
ley Committee B which claimed “it was for members of 
appointments committees to decide what weight to give to 
a ‘moral obligation’ and that this was not a question in 
which the Minister could intervene.” The moral obligation 
referred to was that of finding displaced consultants and 
S.H.M.O.s other employment. The CHAIRMAN said that in 
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a number of cases employing authorities had exerted them- 
selves, but there was a small nucleus of cases of people 
who had been displaced and for whom no further appoint- 
ment had been found. “I have asked the Minister to dis- 
cuss these outstanding cases,” reported Mr. Holmes Sellors. 
“He has accepted, He has said that he will suggest a 
date some time.” 

Dr. ROWLAND HILL said he was very worried about the 
letter from the secretary of the Management Side. “ There 
has been a narrowing down, what Freud termed ‘an active 
process of forgetting things.” Originally the Ministry 
agreed that, if a consultant lost a post or part of a post 
through no fault of his own, the Minister accepted a moral 
obligation to do all in his power to find alternative work. 
The statement that it was for appointments committees to 
decide what weight to give to the moral obligation was the 
Opposite of what was agreed. 

Mr. LANGSTON said it was always understood that it was 
the Ministry that accepted the moral obligation ; this nar- 
rowed it down. And Professor CLOAKE remarked that the 
appointing body was the board. The selection committee 
was quite a different thing and it would be ridiculous to 


suggest that the moral obligation be put on them. This 
was the first time there had been any suggestion that the 
Minister himself had not an obligation. “ We should re- 


pudiate the suggestion and refuse to accept it completely,” 
Professor Cloake asserted. 

The CHAIRMAN promised that the matter would be taken 
up by the Staff Side and the statement would be challenged. 


Tuberculosis in Industry 


The Tuberculosis Group did not see anything to be gained 
by the director of a mass miniature radiography unit, which 
was not a diagnostic unit, notifying an industrial medical 
officer that “ Mr. A™ possibly had tuberculosis and he was 
being referred to the chest physician, Dr. PETER EDWARDS 
told the Committee. It was unnecessary and duplicating 
work Ihe Committee accepted the views of the Chest 
Group Committee, which confirmed those of the Public 
Health Committee but were contrary to those of the Occu- 
pational Health Committee. The Group considered, how- 
ever, that, subject to the patient’s consent, information 
should be made available to the industrial medical officer 
by the chest physician following a firm diagnosis. 


“ Discretion ” in Starting Salaries 

It was reported that, following a submission from Whitley 
Committee B that it was important that newly appointed 
consultants and S.H.M.O.s over the age of 32 should always 
have their cases considered in the light of the discretion 
to fix the starting salary up to four incremental points 
above the minimum of the scale, the Minister had sent 
a circular to boards stating that he is in general agreement 
with the views expressed. 


S.H.M.O.s in Consultant Posts 


A resolution from the S.E. Metropolitan Regional Con- 
sultants and Specialists Committee was considered which 
urged a settlement of the cases of S.H.M.O.s undertaking 
consultant duties, now under consideration in Whitley Com- 
mittee B. The resolution stated that this should be re- 
garded as a matter of urgency and it should not be allowed 
to restrict the completion of the work of the working party 
on hospital staffing. 

Mr. A. LAWRENCE ABeL recalled that it was now eighteen 
months since the Central Consultants and Specialists Com- 
mittee asked 3,000 S.H.M.O.s whether they thought they 
should be upgraded. One in three replied, and all these 
replies had been investi: ' by a review committee. It 
was agreed that about § vere doing consultant work of 
consultant standard, and . cir colleagues locally agreed that 
they had full clinical responsibility. “It is our duty to do 
something about this injustice,” declared Mr. Abel. It was 
really a matter of public opinion rather than medical 
pinion, 
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Dr. ROWLAND Hitt said a subcommittee of Whitley 
Committee B was dealing with individual cases. What 
would come out of the examination was another thing. 

Dr. E. BeresForpd Davies exampled a_ psychiatric 
S.H.M.O, wi.o was deputy-superintendent of a hospital. Jf 
his chief was on leave he had entire responsibility, and ‘in 
effect, whether he liked it or not, was bound to do the work 
of a consultant. Dr. ROWLAND HILL said that if a case 
was strong enough, with the backing of the B.M.A., an 
appeal could be made to the regional Whitley appeals 
machinery not on behalf of the man’s grade but on the 
grading of the post. Several such appeals had been won, 
and the Whitley appeals machinery had upgraded the posts. 


Observers at Committee’s Meetings 


The Committee was asked by the S.W. Metropolitan 
(Eastern Area) Regional Consultants and Specialists Com- 
mittee to consider the suggestion that members of hospital 
medical staffs should be allowed to attend the meetings of 
the Committee as observers. “ Will they sit on the window- 
ledges ?” asked Mr. GUTHKELCH, looking round the nearly 
full Council chamber where the Committee meets. Mr. 
LAWRENCE ABEL thought that only one or two would turn 
up. He suggested trying it for 12 months as an experiment. 
Dr. H. G. H. RICHARDS supported the suggestion in the re- 
solution. He thought that a great deal of criticism could 
be allayed if the Committee allowed each regional com- 
mittee to send one observer, perhaps with the right to speak. 
Of course they would have to undertake to respect the 
chairman’s direction on matters that were confidential. Mr 
W. S. Lewin suggested that the most effective procedure 
would be to invite each management committee group in 
turn to send two or three observers. Mr. BERESFORD Davirs 
disagreed. He thought it would be better if it were allowed 
to be known that, if people applied to come to the meeting, 
their case would be considered. 

Ihe matter was referred to the Executive Committee 


New Region 
Notification was formally received of the division next 
year of the South-west Metropolitan Hospital Area into 


two regions. Said Mr, LANGSTON: “This is something 
which in our part of the region is warmly welcomed.” 


New Members 


There have been two changes in membership of the Com- 
mittee. Mr. R. V. Cooke has beer elected from the 
South-western Region in place of Mr. A. Daunt Bateman, 
and Dr. A. Paton in place of Dr, G. R. Venning represents 
the Hospital Junior Staffs Group. 


THE DAIN FUND 


REPORT OF THE TRUSTEES, 1957 8 


The Trustees of the Dain Fund report that during the vear 
ended April 30, 1958, twenty-three cases have been assisted 
by the fund, the grants amounting to £2,315 12s. Sixteen 
of these have been helped over a period of years. Satis- 
factory reports on progress in school and university, have 
been received in all cases. 

New Cases 

Seven new cases have been undertaken by the Trustees. 
Help may be requested for most of these for a period of 
years, 

The widow of a public health doctor who died from poliomye- 
litis applied for assistance for this year in the education of the 
eldest of her three daughters. It is hoped that the temporary 
help given will enable suitable arrangements to be made for the 
education of all the family. 

Help has been given to the daughter of a general practitioner 
who died as a result of an accident when returning from a night 
call. The daughter is a student undertaking a three-year college 
course. 
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Assistance with school fees for her son has been given to the 
widow of a naval medical officer who died in the course of his 
duty while rendering medical assistance at an accident 

The widow of a general practitioner, whose sudden death left 
her without the necessary means, has been helped with school 
fees so that her youngest son could finish his education and con- 
tinue to avail himself of the scholarship he already held. 

The widow of a doctor who died in 1950 has been given 
financial assistance to enable her son to complete his medical 
education. 

The sudden death in tragic circumstances of her young general- 
practitioner husband left a widow with insufficient money to 
educate her two young sons, after settlement of debts. The 
widow hopes to find employment, but cannot do so until she has 
handed over the house and installed a successor into the practice. 
The Trustees have helped with two terms’ school fees and will 
review the case later when the widow has resettled. 

The widow of a general practitioner has been given assistance 
in meeting the extra expenses connected with her daughter's 
continued education at the school at which she was already being 
educated. 

Cases Concluded 

Three of the cases which have been helped by the Fund 
should be concluded this year, The Trustees report that in 
each case the conclusion of education seems to have been 
satisfactory. The first was helped with university fees, 
without which help he could not have attended the uni- 
versity. Following excellent reports on his academic pro- 
gress, and a very distinguished career in sport, he has now 
achieved an honours degree. The second was a medical 
student when his father died suddenly. Help was given so 
that he could continue with his course. He hopes to qualify 
in October, 1958. The son of a consultant who died sud- 
denly in early middle age has been helped with school fees 
and has now obtained an appointment as a_ student 
apprentice. 

Nearly every case assisted by the Fund needs help over 
a period of years. School fees, as many of the profession 
know, are mounting, and the help required, in consequence, 
increases. The Trustees earnestly request subscribers to 
continue their support and to help further by enlisting the 
support of others. They endorse the gratitude expressed by 
those who have been helped, and once again record their 
appreciation of the help and generous donations given by 
local medical committees. 

The Trustees also express their thanks to the Royal 
Medical Benevolent Fund and their Ladies’ Guild and the 
Royal Medical Foundation of Epsom College for the help 
and advice which have been extended to the Fund during 
the vear. They remind individual members of the profes- 
sion that valuable help can be given to the Fund by com- 
pleting a form of covenant for seven years or by sending a 
donation to the secretary. 


WINCHESTER ADDRESS 


MEDICINE’S “ ARCHAIC CURTAINS OF MYSTERY ” 


Nearly 300 doctors and their guests heard the Rector of 
Edinburgh University, Dr. JAMES ROBERTSON Justice, better 
known, perhaps, in his role as a film actor, make a plea 
for the abolition of mystery in medicine when giving this 
year’s Winchester address on June 26. 

Dr. Justice praised the “closed shop” in medicine in so 
far as it upheld the rigorous standards of conduct which 
made the British medical profession the envy of many 
other countries. But medicine, an empirical science, tended 
to be too esoteric, to share its mysteries only with the 
initiated, and to assume that it was bad for a patient to 
know too much. This attitude was based on false premises. 
The speaker agreed that “ popular medicine ” was a horror 
to be avoided at all costs, but he felt very strongly that 
the medical profession should cease to take refuge behind 
the archaic curtainc of mystery. People had come to take 
medicine for granted, and if this was to be corrected it 
was necessary for doctors to take patients into their con- 
fidence much more. “Having spent a large part of my life 


in your hands,” Dr. Justice told the doctors in his audience, 
“I have been irritated to a state of frenzy by the hush- 
hush tactics of members of your profession.” He objected 
not only to the “conspiracy of silence” but to the puri- 
tanical attitude that suffering was somehow linked with sin 
and that an ability to endure pain was a sign of merit. 

The days of the great individualist were now over, Dr. 
Justice commented, and with the spread of knowledge it 
was impossible for a man to know more than a narrow shaft 
of the whole subject. The doctor was part of a team of 
specialists. The biochemist, the cytologist, the radiologist, 
the pathologist, and the physicist, with his radioactive iso- 
topes, all funnelled their findings through the doctor at the 
bedside. Medicine was no longer a mystery, because the 
doctor had to rely on so many non-medical men for his 
data. “Hence obscurantism must defeat itself,” he con- 
cluded, “for medicine is now so linked with the other 
sciences, which have thrown off the stigma of alchemy and 
are not obsessed with mystery, that she will have to fall in 
line.” 

Before Dr, Justice gave his address Dr. J. R. BoDINGTON, 
chairman of the Winchester Division, who presided, pre- 
sented Dr. BALFouR Barrow with the scroll admitting him 
to the Roll of Fellows of the Association. 


TUBERCULOSIS AND DISEASES OF 
THE CHEST GROUP 
ANNUAL MEETING 


What is to be the future of chest services ? For how 
long should a treated case of tubercle be followed up ? 
These were among the questions considered at the 
annual meeting of the Tuberculosis and Diseases of the 
Chest Group at B.M.A. House, London, on July 1. In 
their annual report the Group Committee stated that 
it could not “emphasize too strongly the danger to the 
community which is resulting from attempts to curtail 
the chest service.” 

Dr. PETER Epwarbs, chairman of the Group Com- 
mittee, was elected chairman of the meeting. The 
present membership of the Group is 506. 


Future of Chest Services 

Since it was undesirable that work on a study of the 
future of chest services should be duplicated, the Group 
Committee, it was reported, had agreed that the Joint 
Tuberculosis Council should set up its proposed special 
committee and that its draft reports should be submitted to 
the Group Committee with the object of an agreed report 
being produced. The intention was that the final document 
would be submitted by the Group Committee through the 
Central Consultants and Specialists Committee to the Joint 
Consultants Committee, while the Joint Tuberculosis 
Council will take the report to the Ministry through its own 
channels. 

Dr. NORMAN ENGLAND said that statistical evidence had 
been collected. At the earliest the report could not be 
ready before October. It was not a job that could be 
rushed. Referring to the future of the chest service, Dr. 
England said that if a chest clinic was providing a good 
service, used by general practitioners and the public, no 
regional board would want to close it. But if the service 
supposed to be provided was not being provided, that per- 
haps was another matter. Dr. HUGH Ramsay remarked 
that, with the best will in the world, the fact of empty beds 
had to be faced and from the administrative point of view 
this problem of redundancy was a real one. It was up to 
chest physicians to show that their service was not a more 
or less extinct one, which it was not. 

Emphasizing the point made in the Group Committee's 
report that the chest physicians had a special and epidemio- 
logical approach to their work and that it should be made use 
of in studying chronic chest conditions such as bronchitis. 
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asthma, and cardiac diseases, Dr. EpWarps said that 
chest physicians had been a help to general practitioners in 
this way. Dr. F. RipewacGcH remarked that if a chest 
physician had beds and was doing good work he would 
have so many patients sent to him that he could not be 
redundant. There might be more out-patient work than in 
the past. The real danger was that as chest physicians re- 
tired they would be replaced by general physicians. That 
was the policy which some regional boards had decided 
upon. 
How Long? 

The Group discussed the problem of how long a case 
of tuberculosis should be followed up. Professor F. R. G. 
HeAF remarked that this was one of those questions one 
could not answer. A figure could not be laid down, and 
it depended on the clinical state of the patient. 

The Group Committee’s report stated: “ Evidence shows 
that tuberculosis is ceasing to be the national menace which 
it was at one time. Fewer cases of tuberculosis are proving 
fatal and more are recovering, but at the same time there is 
no doubt that the work of chest clinics is increasing. .. . 
It is felt that the general physician can learn much from the 
experience of the chest physician, and while the chest service 
should be integrated within the whole ambit of medicine 
there are special contributions which it can make.” 


S.H.M.O.s and Consultant Work 

On the question of S.H.M.O.s and consultant work the 
CHAIRMAN commented: “A terrific amount of labour has 
been put into this matter by the Group and the S.H.M.O. 
Group and it is all very disappointing. The position is 
anything but what we had hoped. The Ministry seems to 
find methods all the time of pushing things on and on, and 
now, with the appointment of the working party on hospital 
Staffing, there will be more delay.” 

Dr. D. L. PuGH agreed that this was a fair summary of a 
disappointing position. The review panels worked hard and 
in most cases the appeals were considered to be justified. 
He understood that the number of appeals caused concern 
to the Ministry. The Assistant Secretary (Dr. E. E. CLAxTon) 
reported that the Staff Side of Committee B of the 
Whitley Council were still pressing individual cases. There 
seemed no doubt that some 550 S.H.M.O.s in all branches 
were doing consultant work. There were really shocking 
examples of first-class S.H.M.O.s doing consultant work 
and thereby saving regional boards money. 

Representations made by the B.M.A. to the Northern 
Ireland Tuberculosis Authority on the staffing of the chest 
service are reported under “Northern Ireland News” 
on this page. 

Domiciliary Consultations 

The CHAIRMAN reported that, under an agreement reached 
during the year, only domiciliary visits to patients under 
active treatment for tuberculosis did not now rank for pay- 
ment of fees (Supplement, March 29, p. 139). He paid 
tribute to Dr. H. Midgley Turner’s handling of these 
negotiations. 

Mass Miniature Radiography 

The Ministry had not accepted the Group Committee's 
representations on static mass miniature radiography units. 
The Group Committee, said Dr. Eowarps, had pointed out 
that primarily the M.M.R. service was for dealing with 
cases of tuberculosis, and therefore miniature camera units 
should be under the control of chest physicians and be 
placed in chest units, which if possible should be in a general 
hospital. Whether they were in a general hospital or not 
the chest physician should be in clinical charge. The Min- 
istry had preferred not to be too dogmatic about the con- 
trol of these units and preferred to see different methods 
tried (Supplement, April 5, p. 146). 

Dr. A. GORDON Evans thought that the principle that the 
units should be under the charge of chest physicians should 
be pressed for. But Dr. HuGH Ramsay said that the prin- 
ciple was not easy to uphold. He referred te general prac- 
titioners being given direct access to hospital tacilities. Dr. 
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ENGLAND also thought that here it was necessary to be 
liberal because of providing general practitioners access to 
x-ray examinations not only for chest but other diseases. 
Dr. T. W. Davies, however, entered a plea for not giving 
in to everything. 

Tuberculosis in Industry 

The Committee were invited to comment on representa- 
tions made to the Ministry of Health by the Association of 
Industrial Medical Officers that industrial medical officers 
should be notified by the M.M.R. unit, with the patient's 
consent, of any cases referred to general practitioners as 
requiring further investigation. 

The view taken by the Group Committee, which was 
shared by the Public Health Committee, was that notifica- 
tion to the I.M.O. about patients who have been examined 
at M.M.R. units would not be in keeping with the confi- 
dential nature of the scheme, and, furthermore, it might 
unnecessarily endanger a patient's employment. It was felt 
that there was not such a degree of urgency as would justify 
informing the I.M.O. before a proper investigation and 
diagnosis had been made. 

The Committee fully agreed, however, that it was desir- 
able, subject to the patient's consent, that information 
should be made available to the industrial medical officer 
by the chest physician when a firm diagnosis had been made. 
Industrial medical officers shouid be encouraged to estab- 
lish close liaison with their local chest physicians. 


Northern Ireland News 


BRANCH ANNUAL MEETING 


Mr. W. S. BRaIpDwoop was elected president, and Dr. J. B. 
McKINNEY vice-president, at the annual meeting of the 
Association’s Northern Ireland Branch on May 22. Dr. 
J. Norris Wyte was made president-elect, Dr. A. W. 
Moore was appointed honorary treasurer, and Dr. D. L. W. 
CHAPMAN was reappointed in office as honorary secretary. 

Dealings with the Northern Ireland Ministry of Health 
and Local Government and the various Health Service 
authorities figured largely in the honorary secretary’s report 
on the activities of the Branch Council and its committees 
in the year 1957-8. Agreement has still not been reached 
with the Ministry on appeals machinery in Northern Ireland, 
and the Branch Council’s disappointment at the slow pro- 
gress made is recorded. 


Staffing of Chest Service 

Deputations, which included Dr. Peter Edwards, Chairman 
of the Association’s Tuberculosis and Diseases of the Chest 
Group, met representatives of the Ministry and of the 
Northern Ireland Tuberculosis Authority on the matter of 
senior medical staffing of the chest service. The Associa- 
tion’s spokesmen expressed concern about the insufficient 
number of consultants in chest medicine who had to carry 
the responsibility for the service, and pointed out that many 
S.H.M.O.s were working without supervision. As a result 
of this discussion a joint committee, consisting of representa- 
tives of the N. Ireland Tuberculosis and Hospitals Authori- 
ties, with representatives of the Ministry of Health and 
Local Government as observers, has been set up to report 
on future developments of chest medicine in N. Ireland. 
One of the matters to be considered will be medical staffing. 
The Branch Council asked the Minister for adequate B.M.A. 
representation on this joint committee and for consultation 
on any medical staffing changes recommended. The Minister 
promised consultation, but, on the question of representa- 
tion on the committee. he replied that this was a matter 
for the authorities concerned. The latter were then 
approached, but they informed the Association that, “ after 
carefully considering the matter,” they felt that the member- 
ship of the committee, which consisted solely of members 
of the two authorities. should not be altered. However, an 
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assurance of consultations between the committee and the 
Association when proposals were formulated was given. 


Hospital Staffing 

The General Medical Services Committee (N.I.) is re- 
ported to have pressed, with the support of consultant 
obstetricians, the Hospitals Authority for general-practitioner 
obstetric hospital facilities in Belfast, and it is hoped as a 
result that a separate hospital unit will be put at the disposal 
of G.P.s in the near future. 

The Consultants and Specialists Group (N.I.) has asked 
the Hospitals Authority to carry out a review of S.H.M.O. 
grading in N. Ireland. Medical staff committees of hospitals 
are supplying information on the present and future staffing 
needs of their hospitals, and a special subcommittee has 
been appointed to report on this information and make 
recommendations which will be considered by the Group 
and subsequently discussed with the Hospitals Authority. 


AMERICAN MEDICAL ASSOCIATION 
ANNUAL MEETING 


Dr. Gunnar Gunderson, La Crosse. Wisconsin, was installed 
112th President of the American Medical Association at its 
annual meeting in San Francisco last month. Dr. Frank H. 
Krusen, professor of physical medicine and rehabilitation, 
Mayo Foundation, University of Minnesota, received the 
A.M.A.’s distinguished service award for 1958. 

The two main subjects for general discussion at the 
scientific meeting were the management of the severely 
injured patient and a review of the hazards encountered in 
the use of certain therapeutic agents. There were 20 
scientific sections and a full programme of colour television 
demonstrations. Scientific exhibits exceeded 300, and a 
factor common to a number of them was an emphasis on 
alcoholism, a problem now claiming attention in the U.S.A. 
Technical exhibitions, of which there were also more than 
700 and which were aptly described in the meeting's daily 
bulletin as a “scientific supermarket,” included a giant 
“walk round” model of a human cell magnified more than 
a million times. About 16,000 doctors attended the meeting. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Service 

Sir,—In 1943, realizing that some form of national medi- 
cal service was inevitable and not very far off, the doctors 
in the southern group of islands here met together to con- 
sider the matter. At that time we all had learned the 
requirements of doctor and patient in our respective areas, 
the most junior having been in charge for over ten years. 
We had to take into account not only the exceptional 
circumstances, varying from one island to another, but also 
that the doctor lived as one of a friendly community, serv- 
ing and advising everyone in it as necessary, and having to 
depend on them in some matters as they had to rely on 
him ; that he had to have a status, which he must maintain - 
and that the stability of the service depended on one and 
all knowing that whatever was necessary would be done or 
provided without delay, within the limits of possibility. 
In view of these considerations we gave ourselves the terms, 
“If we were giving up. and our sons taking over in our 
place, what should the service set-up for them be?” 

On certain matters we were unanimous, and these were 
formulated and forwarded to the Department of Health 
for Scotland, who “noted” them. About the same time. 
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similar measures were taken by the practitioners in the 
more northerly, and more compact, group of Lewis and 
Harris. Their conclusions were largely similar and were 
also “noted” by the Department. In 1944 the findings 
common to both were embodied in a motion to a B.M.A. 
conference in Edinburgh, and were warmly approved by 
our Scottish colleagues, but the representatives from the 
Association Headquarters in London spoke so strongly and 
repeatedly against them that they got them watered down 
to insignificance. 

Again, to quote from a survey of existing health services 
in Scotland in Appendix A of the White Paper, A National 
Health Service,‘ “ The keystone of this structure [a com- 
plete medical service available to all classes in the High- 
lands and Islands area] is the Highlands and Islands Medical 
Service, a unique effort in co-operation between the State 
and doctors in private general practice, which has revolu- 
tionized medical provision in the area. A Subcommittee 
of the Scottish Health Services Committee, reporting in 
1936 on the suitability of the Service to the peculiar con- 
ditions of the Highlands and Islands, suggested that it might 
even provide a model on which to build the future medical 
service in Scotland as a whole.” In the event, of course, 
it was much otherwise. The H. and I. Service was de- 
stroyed, and not by the Government but by the “ profes- 
sion,” or its representatives, our Association, in insistence 
on a narrow doctrine based on the interests of those who 
already had large panel practices. 

The present obvious shambles follows various loudly 
acclaimed “ victories.” Victories, perhaps, but temporary, 
sectional, and expedient. Now, to get out of a somewhat 
tragic position, we resolutely say we are going to scour the 
world to see what we can find elsewhere in the way of 
medical services on which to shape for ourselves. Would 
it be too much to suggest that we go back to the beginning 
and look at the knowledge and experience which we had 
available at the start? Could we listen to those who 
know their local requirements and allow them to Serve ?— 
I am, etce., 


North Uist, 


Outer Hebrides ALex. J. MACLEOD. 


REFERENCE 


! Ministry of Health and Department of Health for Scotland, A National 
Health Service, 1944, Cmd. 6502, p. 72. H.M.S.O., London. 


Books on Disease 


Sir,—-I should like to comment on this section of Dr. 
H. A. Clegg’s paper on professional ethics (Supplement, June 
21, p. 341). It is rather startling to me, as I have written 
two such books, one under a pseudonym and the other now 
in the press, for publication by the British Medical Associa- 
tion, when Dr. Clegg asserts, “I very much doubt the value 
of such books, and despite the authority behind some of 
them I think the writers run the risk of offence against 
medical ethics (my italics). 

I think any capable writer could avoid the pitfalls men- 
tioned in the two following paragraphs—leading the patient 
to suppose that he could diagnose his own illness or giving 
dogmatic advice that might undermine his confidence in his 
regular medical attendant. But I am not at all sure that 
laymen are so innocent as to imagine that doctors invari- 
ably see eye to eye. There is a cynical saying: “ Doctors 
differ and patients die.” We need to disprove it, not by 
keeping up the pretence of a non-existent professional 
unanimity, but by demonstrating that honest discussion of 
our various theories can materially prevent the patients’ 
dying.--I am, etc., 


London, W.1. F. R. C. Casson. 


Consultant Ethics 


Sir.—-We have noted with disapproval the increase in the 
number of patients seen directly by consultants, privately, 
and without reference by a general practitioner. Worse, we 
have received verbal instructions from the person consulted 
via the patient and without the politeness of a letter. At 
times these verbal instructions have contained the implication 
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of a criticism of the general practitioner made by the con- 
sultant to the patient. 

We feel that either the old-fashioned courtesies of general 
practitioner—consultant relations should be enforceable by 
the Central Ethical Committee, or that the B.M.A. should 
provide a list of established, experienced, and recognized 
specialists in their respective fields. We wish to emphasize 
that these suggestions are also directed at protecting the body 
of wise and reputable consultants from the parasitic “* con- 
sultoid ” infection which has recently become manifest. 
We are, etc.. 

S. GINSBORG. 

M. B. CLYNE. 

Southall, Middlesex P. FREELING. 
Doctors’ Remuneration 

Sir.—The Royal Commission has been considering the 
remuneration of doctors and dentists as compared with the 
incomes of other professions. Examples have recently 
come to my notice from which it appears that some tech- 
nicians’ and manual workers’ earnings compare favourably 
with those of general practitioners: (1) For cleaning a watch 

with a year’s guarantee—charge, £1 1s. (2) For repair to 
a washing machine which took } hour—labour only— 
charge. 19s. (3) For replacing washers on three ordinary 
taps—time spent was about 20 minutes—charge, £1 Is. A 
recent calculation showed that my average (gross) remunera- 
tion for undertaking the care of a patient for one year was 
about 18s. 

The technicians mentioned above have their fixed work- 
ing hours, and they are not subject to legal penalties if they 
fail to carry out their work promptly. It took four months, 
and repeated requests, to persuade a well-known firm to 
repair its own washing machine, and that for a minor defect 
which could have been put right promptly. If a doctor 
defers a visit. even for four days, the penalty may be con- 
siderable. I have thought it well to draw the attention of 
the Chairman of the Royal Commission to these facts.—I 
am, etc., 

Stanmore, Middlesex H. BARBARA WOODHOUSE. 
Removal from the List 

Sir.—I have not agreed with many of the things that Dr. 
4. M. Goldthorpe (Supplement, May 31, p. 291, and April 
19. p. 209) has written about the attitude of doctor to 
patient, but I feel that some answer must be given to the 
“more holy than thou ™ stand taken up by Dr. L. A. Nichols 
(Supplement, June 14, p. 340). A doctor, we are taught, 
should be a cultured man with a sufficient amount of leisure 
to improve that culture. He should be a man who is known 
to his fellow men and be able to help them and take part 
in their affairs outside the professional sphere. 

I take it that Dr. Nichols has a small, selected, and hand- 
picked practice, which leaves him ample time to cultivate 
his psychiatry. One hopes that it also enables him to make 
a living. What about active membership of professional 
bodies ? What about participation in communal affairs ? 
Or does Dr. Nichols think that these may be safely left to 
those unsympathetic doctors who have developed a disliking 
for their patients? This attitude of “leave me alone to 
practise medicine and do not bother me with other matters ” 
was the subject of a warning by Dr. S. Wand at the recent 
Conference of Honorary Secretaries. 

We are all agreed on one thing—we want to do the best 
that we can for all of our patients. We want to be allowed 
sufficient time in which to do this, and to take part in all 
of those other activities that our liberal education has taught 
us to expect. Unfortunately, so long as the present set-up 
of the N.H.S. remains in being, we shall not be able to 
achieve these things, and, until we can bring together such 
divergent points of view as those expressed by Drs. Gold- 
thorpe and Nichols, many of us must be anxious for the 
future of general medical practice in this country.—I am, 
etc.. 


I. M.. SEGAL. 


Seven Kings, Essex 
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KATHERINE BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared 
to consider an award of the Katherine Bishop Harman 
prize in the year 1959. The value of the prize is £75. The 
purpose of the prize, founded in 1926, is the encouragement 
of study and research directed to the diminution and avoid- 
ance of the risks to health and life that are apt to arise in 
pregnancy and child-bearing. It will be awarded for the 
best contribution (not previously published) submitted in 
open competition, competitors being left free to select the 
work they wish to present, provided this falls within the 
scope of the prize. Any registered medical practitioner in 
(a) the British Commonwealth and Empire or the Republic 
of Ireland and (b) any member of the British Medical 
Association, wherever resident, is eligible to compete, 

Should the Council of the Association decide that no contribu- 
tion submitted is of sufficient merit, the prize will not be awarded 
in 1959 but will be offered again in the year next following this 
decision, and in this event the money value of the prize on the 
occasion in question shall be such proportion of the accumulated 
income as the Council shall determine. The decision of the 
Council will be final. 

Each contribution must be typewritten or printed in the English 
language, and must be accompanied by a detachable slip bearing 
the candidate’s name and address. The Council anticipates that 
contributions should be between 3,000 and 10,000 words, although 
no definite limits are laid down. Preliminary notice of entry is 
required and a form for this purpose can be obtained from the 
Secretary. Essays must be forwarded so as to reach the Secretary, 
B.M.A. House, Tavistock Square, London, W.C.1, not later than 
January 31, 1959. Inquiries relative to the prize should be 
addressed to the Secretary. 

A. 
Secretary. 


Diary of Central Meetings 


JULY 
Sat. Council (at Birmingham), 9 a.m. aa 

12 Sat. Annual Representative Meeting (at Birmingham), 
10.15 a.m. 

14. Mon Annual Representative Meeting (at Birmingham), 
10 a.m. 

14 Mon. Annual General Meeting (at Birmingham), 
12.30 p.m. 

14 Mon Council (at Birmingham), at conclusion of 
A.R.M. 

14 Mon. Adjourned Annual General Meeting and Presi- 
dent’s Address (at Birmingham), 8.15 p.m. 

23. Wed. Central Ethical Committee. 

24 Thurs G.M.S. Committee, 19.30 a.m. 


24 Thurs. Staff Side, Committee C, Medical Whitley Council 
(at 14, Russell Square, W.C.), 10.30 a.m. 


24 Thurs. Full Committee C, Medical Whitley Council (at 
14, Russell Square, W.C.), 11.15 a.m. 

28 Mon. Staff Side, General Whitley Council (at 14, Russell 
Square, W.C.), 10.30 a.m. 

28 Mon. Full General Whitley Council (at 14, Russell 


Square, W.C.), 12 noon. 


Branch and Division Meetings to be Held 
WORCESTERSHIRE AND HEREFORDSHIRE BRANCH.—At Abbot's 


Kitchen, Old Palace, Worcester, Thursday, July 17, 2.45 p.m.. 
annual meeting. Wives of members are invited. 


Meetings of Branches and Divisions 
SUTHERLAND DIVISION 
The following officers have been elected : 
Chairman.—Dr. K. A. Macrae. 


Vice-chairman.—Mr. B. Soutar Simpson. 
Honorary Secretary.—Dr. E. J. R. Primrose. 


TASMANIA BRANCH 
The following officers have been elected: 
President-—Dr. A. McL. Millar. 
President-elect.—Dr. L. H. Wilson. 
Vice-president. Dr. . A. Lewis 
Honorary Secretary.—Dr. R. A. Rowe. 
Honorary Treasurer.—Dr. F. R. Fay. 
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